JEFFERSON COUNTY HUMAN SERVICES DEPARTMENT
Serving the Residents of Jefferson County
1541 Annex Rd, Jefferson, WI 53549-9655
PH: 920-674-8147 FAX: 920-674-6113

Hello County Providers:

As you know, as of 1/1/2010 the Federal government requires all Medicaid Waiver
service providers to meet the following requirements before payment for services
provided after 12/31/2009 can be made:

Iz Submit a signed Provider Agreement to the State DHS.
2. Register with the State DHS using the online Provider Registry.

Remember, this does not apply for services provided in calendar 2009.

1. Submit completed form to State
Bureau of Long Term Support
Attention: Provider Agreement Reviewer
Room 418
PO Box 7851
Madison, WI 53707-7851

2. Register on Line at
https:\\doa.wi.gov/DHSSurveys/TakeSurvey.aspx?SurveyID=741L3368K at Wisconsin

State Medicaid Waiver Provider Registry
3. Keep a copy of your signed agreement.

4. Return a copy to:
Jefferson County Human Services Department

1541 Annex Road
Jefferson, WI 53549-9655

If you already registered on the state system then you only need to send us a copy
of the signed form.

Thank you for your cooperation.
Regards,

Joan Daniel
Administrative Services Division Manager



DEFARTMENT OF HEALTH SERVICES STATE OF WISCONSIN
42 CFR 431.107

Division of Long Tem Care
Division of Menial Heaith and Substance Abuse Servicas

F-21192 (03/2008) ) .
WISCONSIN MEDICAID PROGRAM PROVIDER AGREEMENT AND
ACKNOWLEDGEMENT OF TERMS OF PARTICIPATION
FOR WAIVER SERVICE PROVIDER ENTITIES'
Completion of this form is required under Federal Law by the Centers for Medicare & Medicaid Services, Department of Health and
Human Services, under the Code of Federal Regulations 42 CFR 431.107. ’

Names of Provider (Typed or Prirted) Telephone Number

Address — Streat City (Wi only) Zip Code

The gbove-referenced provider of home and commmnity-based waiver services under Wisconsin’s Medicaid program,
hereinafter referred to as the provider, hereby agrees and acknowledges as follows:

The provider acknowledges it is subject to certain federal and state laws, regulations and polficies, including those
relating to Title XIX of the Social Security Act, those pertinent to Wisconsin's Medicaid program, official written
policy as transmitted to the provider in the Wisconsin Medicaid program handbooks and bulletins, the standards for
the speeific Medicaid waiver service the provider will deliver and other requirements as defined in the Medicaid
Home & Commumity-Based Waivers Manual. The provider acknowledges that it is responsible for knowing the
provisions of federal and state laws, regulations, the Medicaid Waiver Manual and policies that apply to it and for
complying with applicable federal and state law as a condition of its parficipation as a provider of home and
community-based services under Wisconsin’s Medicaid program.

. The provider shalf clarm reimbursement only for covered services to individual waiver participants that are anthorized
by the local waiver administrative agency in the individual waiver participant’s individaal service plan.

In accordance with 42 CFR § 431.107 of the federal Medicaid regulations, the provider agrees to keep any records
necessary to document the extent of services provided to recipients for a period of 7 years and upon request, to
fuenish to the Departmest, the federal Department of Health and Humran Services, or fhe state Medicaid Fraud Conirol
Unit, any information regarding services provided and payments clafmed by the provider for furnishing services
under the Wisconsin Medicaid Waiver program: For state policy related to record retertion see DHS 106.02, Wis.
Administrative Code or the DLTC numbered memo addressing record retention available at

http<//dhs. wisconsin gov/ds! info/NumberedMemos/DSL/CY - 200 /NMemo2001-07.htm .

4. The provider agrees to comply with the disclosare requirements of 42 CER Part 455, Subpert B, as now in ffect or as
may be amended. To mest those requirements, and address real oz potential conflict of interest that may i&ﬂpf_:ﬂce
service provision, the provider shall farnish fo the waiver agency and upon request, fo the Department in WIing:

(8) The names and addresses of all vendors of drugs, medical supplies or transportation, of other providers in which it

has & controlling interest or ownership; _

(b) The names and addresses of all persons who own or have a controlling inferest in the provider; _

(c) Whether any of the persons named in compliance with (a) and (b) above are related to any Owner of t0 a person
with a confrolling interest as spouse, parent, child or sibling;

(d) The names and addresses of any subconfractors who have had business transactions with the provider;

(e) The identity of any person, named in compliance with (a) and (b) above, who has been convicied of a criminal
offense related to that person’s involvement in any program under Medicare, Medicaid or Frtle XTX Servicss
programs smce the inception of those programs. -

5. The provider hereby affirms that it and each person employed by or ender contract with it for the parpose of
providing services holds all licenses and/or similer entitlements or meets the qualifications specified in the Medicatd

Home & Community-Based Waivers Mammal, of as requived by federal or state statute, regulation, or rule for the

provision of the service.

1.

‘1 Entities here means Medicaid-certified providers (pharmacies, climics, therapists, efc.) or Medicaid waiver service providers
inchading, but not liméted to, substitete care providers, personal care agencies, supportive home care providers, transportation service
providers and other entities that have been specificatly identified as covered service providers in the Medicaid Waivers hManual
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6. The provider consents to the use of statistical sampling and extrapolation as the means to determnine the amounis
owed by the provider to the Medicaid program as a result of an investigation or eudit conducted by the Department,
the Department of Justice Medicaid Fraud Control Unit, the federal Depariment of Health and Human Services, the
Federal Burean of Tnvestigation, or an authorized agent of any of these.

Unless earlier terminated as provided in paragraph 8 below, this agreement shall remain in full force and effect for a
maximum of one year. In the absence of a notice of termination by either party, the agreement shall artomatically be
renewed and extended for a period of one year. Antomatic annueal extensions may not contimue ;m more than four
years or extend this agreement beyond the due date of the next provider standards certification.”

8. This agreement may be terminated as follows:

(a) By the provider as provided af 5. DHS 106.05, Wlscorrsm Administrative Code.
(b) By the Department upon grounds set forth at s. DES 106.06, Wisconsin A dministrative Code or p‘E!L‘SLlELDI 1o

terms set forth in the Medicaid Waivers Manual.

9. The provider agrees to provide the Wisconsin Medicaid program or any waiver agency with any information it
requests to enable it to certify providers and to anthorize payment for Medicaid-covered services provided to eligible
recipients and to assess the health and safety of any waiver participant served by the provider. Failure to supply the
information requested by the Wisconsin Medicaid program may result in dendal of Medicaid payment or sanctions
refated to the provider's continned participation in the program. _ '

10. The provider acknowledges that any statement made in this document or the provider appEcation process, constitutes
a statement or representation of a material fact made in an application for a benefit or payment, or made for use in
Getermining rights to such benefit or payment, that is knowingly and willfully made or caused to be made by
Provider, within the meaning of Wis. Stat. § 49.49 (1)(a) 1 and 2, which imposes criminal pen.altles for frand

committed in conmection with a Medical Assistance Program.

Pursuant to 42 CFR § 447.10(e), I hereby voluntarily reassign my right to direct payment from the State to e_az‘:h local
waiver administrative agency that has authorized me to provide waiver services to an individual waiver participant.

If you check yes, it means that you will receive payment from the local waiver administrative agency that is respoz;s_ﬂ?le
for the participants to whom you are authorized to provide waiver services rather than directly from the State Medicaid
Agency.

] Yes D No _
MODIFICATIONS TO THIS AGREEMENT CAI\'%N OT AND WILL NOT BE AGREED TO. THIS AGREMNT is
NOT TRANSFERABLE OR ASSIGNABLE.

Name — Provider Agency Head (Typed or Printed) Title — Agency Head

SIGNATURE - Provider Agency Head Date Signed

SIGNATURE — Waiver Agency Representative (Winess) Date Signed

PTITE Name — Waver Agency Represenatve

* Provider standards certification is a Iocal agency fimction, whereby every foar years the agency must assess and ensure that the
Walver service provider continues to meet all applicable waiwer service standards



